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Abstract:  

Objective 

To determine the psychiatric morbidity and quality of life (QOL) 

in three common dermatologic disorders namely vitiligo, psoriasis and 

alopecia areata (AA) in Egyptian patients attending Dermatology 

Outpatient Clinic, Ain Shams University hospital. 
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Patients and Methods: 

The study included 150 patients (3 groups; each of 50 patients with 

psoriasis, vitiligo and AA). The patients in this study were subjected to 

QOL assessment by 2 questionnaires [PCASEE and dermatology life 

quality index (DLQI)] and psychiatric evaluation using general health 

questionnaire (GHQ). For evaluating psychological distress, we used 

Taylor manifest anxiety scale for anxiety assessment and Zung scale for 

depression assessment. 

 

Results: 

Psychiatric morbidity was detected in 34% of vitiligo patients, 

38% of psoriasis patients and 36% of AA patients. Anxiety was 

detected in 14% of vitiligo patients, 12% of psoriasis patients and 24% 

of AA patients. Depression was detected in 24% of vitiligo patients, 

30% of psoriasis patients and 16% of AA patients. Disease severity was 

significantly higher in psychiatric morbidity positive cases in the 3 

studied groups (P<0.05). Suicidal thoughts were significantly related to 

the disease severity in the 3 studied groups (P<0.05). In psoriasis 

patients only, pruritic symptoms were detected in significantly larger 

number of patients with psychiatric morbidity (15 of total 19) than in 

those without psychiatric morbidity (10 of 31) (P<0.05). The mean 

score of QOL was significantly worse in psychiatric morbidity positive 

patients than psychiatric morbidity negative patients. Psoriasis had the 

worst QOL compared to the other 2 studied groups. There was a highly 

significant relation between poorer QOL and depression and anxiety in 

the 3 disease groups by both DLQI and PCASEE. 
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Conclusions: 

Vitiligo, psoriasis and AA are commonly associated with 

psychiatric morbidity. We found a strong association between 

psychiatric morbidity and poorer QOL in the 3 disease groups. It is 

important for dermatologists to understand the profound effect of these 

diseases on the QOL and to know the psychosocial and psychiatric 

consequences of these diseases. We should evaluate the effect of the 

different types of treatment or psychological intervention on improving 

the QOL of the patients and on the course of these diseases.  

 

 

Introduction: 

  

Skin is the most visible organ which determines to a great extent 

our appearance and plays a major function in social communication and 

sexual attractiveness (1]. Thus, the skin condition may have a 

considerable impact on the patient's well being. The relationship 

between psychological factors and dermatological diseases has long 

been noticed e.g. stress can precipitate or exacerbate a skin disease 

through psychosomatic mechanisms [2]. 

  

Significant psychiatric and psychological morbidity is present in at 

least 30% of dermatological patients. Diseases involved in such context 

include acne, psoriasis, vitiligo, atopic dermatitis, urticaria and 

angioedema. They are all commonly seen in primary care. 

Consideration of psychological factors and recognition of patients who 

may be at high risk of developing such comorbidity are thus essential 

for effective management of these skin disorders [3-5]. 

  



Egyptian Dermatology Online Journal                                                       Vol. 4 No 1: 2, June 2008 
 

 
© 2008 Egyptian Dermatology Online Journal 

 

4

Regardless of psychiatric morbidity, skin diseases can greatly 

affect patient's quality of life (QOL). Thus, patient oriented QOL 

measures are particularly beneficial in chronic diseases as they assess 

how the diseases affect a person socially, psychologically and 

physically [6]. 

 

The aim of this study is to determine the psychiatric morbidity and 

QOL in three common dermatologic conditions which are vitiligo, 

psoriasis and alopecia areata (AA) in Egyptian patients attending the 

Dermatology Outpatient Clinic, Ain Shams University hospital.  

 

Patients and Methods: 

  

This study included 150 patients (3 groups; each of 50 patients 

with psoriasis, vitiligo and AA). All patients were recruited from the 

dermatology outpatient clinic, Ain Shams University hospital between 

June and December, 2006. 

  

Patients' age ranged from 18 – 65 years. The disease duration 

ranged from 1-26 years. 

We excluded patients with chronic debilitating diseases as cancer, 

liver, renal and cardiac diseases, hypertension, diabetes, pregnant or 

lactating women and patients receiving psychotropic drugs.   

  

All subjects of the study gave their informed consent prior to 

participation in this study and were subjected to the following: 
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(A) Full history taking including exacerbating factors. 

 

(B) Thorough general and dermatological examination. 

 

(C) Severity scoring: by: 

• Psoriasis area and severity index (PASI) score for psoriasis 

patients [7]. 

• Severity of alopecia tool (SALT) score for alopecia areata 

patients , the scoring was done as follows :  

S: scalp hair loss  ( S0= No hair loss , S1= ≤ 25% hair loss , S2 = 

26- 50% hair loss, S3= 51- 75% hair loss, S4= 76- 99% hair loss, 

and  S5= 100% hair loss ); B: body hair loss ( B0= no body hair loss 

, B1= some body hair loss , and B2=100% body hair loss ) [8].  

• Body percentage of surface area (BSA) involved according to 

the rule of nines for vitiligo patients [9]. 

 

(D) QOL and psychiatric evaluation: 

• QOL: it was evaluated by 2 questionnaires: 

• PCASEE[10]: This includes life quality questions which 

measure the following parameters: 

- P (physical problems). 

- C (cognitive problems). 

- A (affective problems). 

- S (social problems). 

- E (economic problems). 

- E (ego problems). 

 

The Arabic version by Sadek et al. (2003) [11] was used in this 

study. Higher scores of total PCASEE indicate a better QOL. 
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• The dermatology life quality index (DLQI) [12]: It consists of 10 

questions with simple tick box answers scored from zero to three. It is 

designed for use in adults i.e. patients over 16 years old. It is calculated 

by summing the scores of each question. The higher the score, the more 

the QOL is impaired. 

 

• Psychiatric evaluation: 

1- General health questionnaire (GHQ) [13]: It was used to 

evaluate psychological distress in all patients. It is a self report scale 

which provides an indication of psychological distress. It consists of 28 

items and was used in its Arabic version [14]. Scores are given on a 2 

point linear scale (0 for better than usual or usual and 1 for less than 

usual or very less than usual). Higher scores indicate a higher level of 

psychological distress and those scored above cut off points (7 or more) 

were subjected to assessment for depression and anxiety.  

2- Taylor manifest anxiety scale [15]: translated and validated in 

Arabic by Fahmi et al. (1977) [16]. It assesses the subject's awareness of 

estimate and willingness to report emotional habitual response rather 

than feeling at the time of completion of the scale. It consists of 50 

items. 

Interpretation: zero-16: normal, 17-24: mild, 25-35: moderate, 36-

50: severe.  

3- Self rating depression scale (SDS) questionnaire (Zung scale) 

[17]: It is used for quantitative measurement of depression as an 

emotional disorder. It consists of 20 items. Each is related to a specific 

characteristic of depression. Opposite each statement, there are 4 

columns headed none or a little of time, some of the time, part of the 

time, and most or all of the time. 
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Grading: 

< 50 = no depression. 

50-59 = minimal to mild depression. 

60-69 = moderate to marked depression. 

> 70 = severe to most extreme depression. 

 

(E)  Statistical analysis:  

       Results were expressed as mean + standard deviation (SD) or 

number (%). Comparison between two groups was performed using 

unpaired student t-test. Categorical data was compared using Chi-

square test. Correlation between different parameters was performed 

using Pearson's rank correlation coefficient. Statistical analysis was 

performed with the aid of the statistical package for the social sciences 

(SPSS) computer program (version 10 windows). P value <0.05 was 

considered significant. 

  

 

Results: 

  

The results of this study showed that the means of age and disease 

duration in vitiligo patients were 28.5+11.205 years and 9.58+7.66 

years respectively, those of psoriasis patients were 38.2+12.827 years 

and 12.0+6.578 years respectively and those of AA patients were 

26.58+9.533 years and 6.740+4.716 years respectively. 

Sex, social and working status of the three groups of patients is 

shown in table (1) 
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Table (1): Sex, social and working status in the 3 studied groups. 

 Vitiligo Psoriasis 
Alopecia 

areata 
Total 

Sex 
M 

*N 25 25 28 78 

% 50.00 50.00 50.00 50.00 

F 
N 25 25 22 72 
% 50.00 50.00 50.00 50.00 

Social 
status 

Unmarried 
N 26 22 27 75 

% 52.00 44.00 54.00 50.00 

Married 
N 24 28 23 75 
% 48.00 56.00 46.00 50.00 

Work 

Not 
working 

N 22 24 17 63 

% 44.00 48.00 34.00 42.00 

Working 
N 28 26 33 87 
% 56.00  66.00 58.00 

                N= Number 

 

Results of severity scoring in the 3 studied groups:  

In vitiligo patients, mean BSA% was 19.36 ± 10.88% (range: 4%-

50%). Mean PASI score in psoriasis was 15.48 ± 7.16 (range: 3-30). In 

AA SALT score, 62% of patients were classified as S1, 28% as S2, 2% 

as S3, 2% as S4 and 6% as S5. Regarding B score, 74% of patients were 

categorized as B0 and 26% as B1.   

 

Pruritic symptoms were detected in a significantly higher 

percentage of psoriasis patients (50%) compared to AA (10%) and 

vitiligo (8%) patients (P<0.05). 

Relation of the 3 diseases to psychiatric morbidity, anxiety and 

depression (Fig1): 

1) Psychiatric morbidity: it was detected in 34% of vitiligo 

patients, 38% of psoriasis patients and 36% of AA patients. 
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2) Anxiety: it was detected in 14% of vitiligo patients, 12% of 

psoriasis patients and 24% of AA patients. 

3) Depression: it was detected in 24% of vitiligo patients, 30% of 

psoriasis patients and 16% of AA patients. 

However, no statistically significant difference was found in 3 

groups as regards psychiatric morbidity, anxiety or depression (P>0.05). 

  

Fig (1): Relation of the three diseases to the psychiatric morbidity, 

anxiety and depression. 

 

          

The mean age was found to be significantly higher in psychiatric 

morbidity negative patients in vitiligo and AA groups only 

(31.879+11.699 and 29.844+10.377 years respectively) compared to 

psychiatric morbidity positive cases (21.941+11.699 and 20.778+3.5 

years respectively). On the other hand, in AA group only, married 
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patients had significantly less psychiatric morbidity compared to 

unmarried patients (p<0.05). 

 

As regards mean disease duration, it was found to be significantly 

longer in psychiatric morbidity positive psoriasis patients 

(14.421+6.594) compared to that of psychiatric morbidity negative 

patients (10.516+ 6.212) (P<0.05). This relation was not statistically 

significant in the other 2 groups of patients.  

 

Clinical disease severity was significantly higher in psychiatric 

morbidity positive cases compared to psychiatric morbidity negative 

patients in the 3 studied groups (P<0.05) where mean BSA% in vitiligo 

patients was 26.235 ±12.068% versus 15.818 ± 8.394% respectively 

and mean PASI score in psoriasis patients was 21±    3.972 versus 

12.097 ± 6.568 respectively. In AA, psychiatric morbidity was present 

in a higher percentage of patients with more severe disease grades. 

 

As regards the site of the disease, visible area involvement (face 

and hands) was significantly higher in psychiatric morbidity positive 

patients compared to psychiatric morbidity negative patients in vitiligo 

and psoriasis while other areas involved showed no significant relation 

to psychiatric morbidity in both diseases (Table 2). 
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Table (2): Psychiatric morbidity and its relation to the site of the disease in 
vitiligo and psoriasis: 

Psychiatric morbidity  
 
 

Disease 
groups 

 
 
 

Variables 
Chi-square 

With psychiatric 
morbidity 

Nًo psychiatric 
morbidity 

P-
value 

X2 % N % N 

<0.05* 4.482 22 11 22 11 Vitiligo  
Face 

<0.05* 13.773 20 10 4 2 Psoriasis 

<0.05* 3.566 24 12 28 14 Vitiligo  
Hands 

<0.05* 11.759 30 15 18 9 Psoriasis 

>0.05 1.705 20 10 26 13 Vitiligo  
Arms 

>0.05 2.665 38 19 54 27 Psoriasis 

>0.05 0.48 14 7 34 17 Vitiligo  
Trunk 

>0.05 3.632 24 12 22 11 Psoriasis 

>0.05 0.271 16 8 26 13 Vitiligo  
Genitalia 

>0.05 0.036 12 6 18 9 Psoriasis 

>0.05 1.739 8 4 28 14 Vitiligo  
Legs 

>0.05 0.764 28 14 52 26 Psoriasis 

>0.05 0.009 18 9 34 17 Vitiligo  
Feet 

>0.05 0.496 16 8 20 10 Psoriasis 

                  * = significant      X2=chi square                 N=Number 

 

In AA patients, out of the 36% of patients with psychiatric 

morbidity, 4% had single patches while 32% had multiple patches.  

 

Pruritic symptoms were detected in a significantly larger number 

of psoriasis patients with psychiatric morbidity (15 of total 19) than in 

those without psychiatric morbidity (10 out of 31) (P<0.05). This was 

not detected in the other 2 diseases. 
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Suicidal thoughts occurred in 6% of vitiligo patients, 8% of 

psoriasis patients and 8% of AA patients while suicidal attempts 

occurred in 2% of vitiligo patients, 4% of psoriasis patients and 2% of 

AA patients. No statistically significant difference was detected 

between the 3 disease groups as regards sleep disturbance and suicidal 

attempts. However, mean age was significantly higher in sleep 

disturbance positive patients in the 3 diseases compared to sleep 

disturbance negative patients. Pruritus, likewise, showed a significant 

relation to sleep disturbance in psoriasis patients (P<0.05). Suicidal 

thoughts were significantly related to the disease severity in the 3 

studied groups (P<0.05). In vitiligo, BSA% was significantly higher in 

patients with suicidal thoughts (29.333 ± 14.012) than in those without 

suicidal thoughts (18.723 ± 10.529). In psoriasis, the PASI score was 

also significantly more in patients with than those without suicidal 

thoughts (22 ± 5.958 versus 14.756 ±   6.965). Similarly, in AA, 3 

patients had suicidal thoughts, 2 of them had S5 score. On the other 

hand, presence of suicidal thoughts   showed no significant relation to 

demographic data or pruritus (P>0.05). 

 

Comparison of QOL by DLQI and PCASEE in the 3 disease groups: 

The mean QOL by DLQI was significantly better in vitiligo and 

AA patients compared to that of psoriasis patients. However, by 

PCASEE, no statistically significant difference was found between the 

3 diseases (Table 3). 
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Table (3): Comparison of quality of life by DLQI and PCASEE in the three 
diseases of the study:  

 Vitiligo Psoriasis 
Alopecia 

areata 

ANOVA 

f 
P-

value 

Total 
DLQI 

Range 
3.0-
21.0 

4.0-27.0 2.0-20.0 

8.80
3 

<0.05
* 

Mean 10.860 13.680 9.060 
SD 4.499 6.814 5.073 

groups V & P V & A P & A 
Turkey's test 0.030* 0.236 <0.001* 

Total 
score 

PCASEE 

Range 60-120 60-126 55-130 
1.22

0 
>0.05 Mean 96.40 93.90 99.72 

SD 16.97 18.84 20.11 
 * = significant 

 

Relation of DLQI and PCASEE to psychiatric morbidity, anxiety, 

depression and severity of the diseases: 

In the 3 diseases, the mean score of QOL by both DLQI and 

PCASEE was significantly worse in psychiatric morbidity positive 

patients than psychiatric morbidity negative patients (Table 4). 

 

There was a significant relation between poorer QOL and 

depression and anxiety in the 3 disease groups by both DLQI (Tables 

5&6) and PCASEE (Tables 7&8). 
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Table (4): Relation of quality of life by DLQI to psychiatric morbidity in 
the three dermatological diseases of this study. 

 

Total 
DLQI 

Psychiatric morbidity 
No psychiatric 

morbidity 
Psychiatric 
morbidity 

T-test 

Mean ± SD Mean ± SD T P-value 

Vitiligo 8.152 ± 2.152 16.118 ± 2.870 -11.048 <0.05* 

Psoriasis 9.806 ± 4.792 20.000 ± 4.485 -7.477 <0.05* 

Alopecia 
areata 

6.406 ± 2.917 13.778 ± 4.672 -6.880 <0.05* 

     * = significant                               SD=Standard deviation 

 

Table (5): Relation of quality of life by DLQI with anxiety in the three 
dermatological diseases of this study.  

 

 
 

Anxiety 
Negative Positive T-test 

Mean ± SD Mean ± SD T P-value 

Vitiligo 10.023 ± 4.149 16.000 ± 3.000 -3.645 <0.05* 

Psoriasis 12.432 ± 6.226 22.833 ± 2.714 -4.012 <0.05* 

Alopecia 
areata 

8.125 ± 4.794 12.800 ± 4.590 -2.780 <0.05* 

* Significant                                      SD=Standard deviation                                           

 

Table (6): The relation of quality of life by DLQI   to depression in the three 
dermatological disorders studied 

 

 
 

Depression 
Negative Positive T-test 

Mean ± SD Mean ± SD T P-value 

Vitiligo 9.026 ± 3.149 16.667 ± 2.902 -7.456 <0.05* 

Psoriasis 11.114 ± 5.835 19.667 ± 4.995 -4.946 <0.05* 

Alopecia 
areata 

8.000 ± 4.265 16.833 ± 3.656 -4.827 <0.05* 

* = significant                                 SD=Standard deviation            
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Table (7): Relation of quality of life by PCASEE to anxiety in the three 
dermatological diseases of this study 

 

Total 
score of 

PCASEE 

Anxiety  
No anxiety With anxiety T-test 

Mean ± SD Mean ± SD T P-
value 

Vitiligo 98.326 ± 18.299 77.429 ± 9.271 2.942 <0.05* 

Psoriasis 96.955 ± 17.713 71.500 ± 9.813 3.428 <0.05* 

Alopecia 
areata 102.400 ± 23.484 79.000 ± 8.692 3.078 <0.05* 

                 * Significant                               SD=Standard deviation 

 

Table (8): Relation of quality of life by PCASEE to depression in the three 
dermatological diseases of this study 
 

Total 
score of 

PCASEE 

Depression 
No depression With depression T-test 

Mean ± SD Mean ± SD T P-value 

Vitiligo 101.947 ± 16.190 74.667 ± 8.105 5.591 <0.05* 

Psoriasis 101.600 ± 16.849 75.933 ± 7.676 5.629 <0.05* 

Alopecia 
areata 101.432 ± 22.150 70.500 ± 9.160 3.357 <0.05* 

     * Significant                         **SD=Standard deviation  

   

In the 3 diseases, QOL showed a statistically significant negative 

correlation by PCASEE and a statistically significant positive 

correlation by DLQI with disease severity (Fig 2 a&b). 
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r=0.717        P-value=<0.001*
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Fig (2b): Correlation between severity of the three diseases and 
quality of life by DLQI. 
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Discussion: 

  

The last decade has witnessed an increasing interest in 

psychological effects of various skin diseases and QOL in patients 

suffering from these diseases [18]. So, in this work, a study of psychiatric 

morbidity and QOL in vitiligo, psoriasis and alopecia areata was done 

as these are common cosmetically disfiguring dermatological 

conditions. 

  

In this study, psychiatric morbidity was found in 34% of vitiligo 

patients, 38% of psoriasis patients and 36% of AA patients. Anxiety 

was detected in 12% of vitiligo patients, 10% of psoriasis patients and 

24% of AA patients while depression was found in 22% of vitiligo 

patients, 28% of psoriasis patients and 14% of AA patients. Four 

percent of each group of patients had both anxiety and depression. 

  

On reviewing the literature, there were no studies comparing 

psychiatric morbidity and QOL in the three studied diseases. However, 

in studies for the psychiatric morbidity in vitiligo and psoriasis, it was 

found that the prevalence of psychiatric co-morbidity was 16-34% in 

vitiligo and that in psoriasis was 29-53%. Vitiligo patients had 

depression episodes (18-22%), depression (10%) and anxiety (3.3%) 
[19,20]. These results are therefore matching with the results of this study. 

However, in other studies on psoriasis patients with psychiatric 

morbidity, the percentages of patients with depression and anxiety on 

standardized psychiatric diagnosis were higher than those detected in 

our study (50-97% and 15-50% respectively)[21,22]. 
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Jowett and Ryan (1985)[23] found that 24% of psoriasis patients had 

depression and 58% suffered from anxiety. Mattoo et al. (2005)[19] 

found 22.33% rate of psychiatric disorders. The profile of psychiatric 

diagnosis was 65% adjustment disorder depressed type, 30% depressive 

episodes and 4% dysthemia. However, no anxiety disorders were 

detected in their study. 

  

Previous studies on AA patients showed variable results varying 

from 66% [24] to 93% [25] psychiatric illness. Other studies found that the 

degree of anxiety among AA patients was not greater than control [26, 27]. 

  

The difference in the prevalence of anxiety and depression in 

different studies could be due to difference in diagnostic systems used. 

In addition, different methodology such as patients' recruitment and 

difference in population characters make the comparison between these 

studies difficult.  

  

In this study, younger patients were more prone to have psychiatric 

morbidity but the statistically significant difference was for vitiligo and 

AA patients. Duration of the three diseases was longer in psychiatric 

morbidity positive patients but it was statistically significant in psoriasis 

only. Unmarried patients in AA had a statistically significant difference 

compared to other disease groups as regards psychiatric morbidity. 

These results denote that unestablished social life in younger and 

unmarried patients makes them worry about their future resulting in 

more psychological distress and psychiatric morbidity. 

  

The current study revealed that in psychiatric morbidity positive 

psoriasis patients, pruritus was significant. It was found to be 
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insignificant in the other two diseases. Other reports considered pruritus 

as a significant predictor of depression in psoriasis patients and its 

improvement after treatment results in improvement of depression [28, 

29]. This also supports the fact that psychiatric morbidity patients are 

more burdened by symptoms as found in our psoriasis patients but they 

do not perceive non existing symptoms [30], as found in our vitiligo and 

AA patients. 

  

We found that the severity of the three diseases had significant 

relations to psychiatric morbidity. This was previously reported in 

psoriasis [31] and AA [23]. Other studies found social stigmatization to 

correlate more with psychiatric morbidity in vitiligo and psoriasis[32,33]. 

In our study, disease severity profoundly affected our patients, gave 

them hopeless feeling that their skin condition will not improve 

especially with their bad life circumstances and low economic support 

for treatment.  

  

The present study showed that psychiatric morbidity was related in 

vitiligo and psoriasis patients to presence of lesions in a visible area 

which leads to more stigmatization and in AA patients to presence of 

multiple patches. This implies that the effect of those diseases on the 

look of the patients is psychologically distressing. 

  

Ongenae et al. (2005)[33] found that patients with lesions in visible 

areas were more burdened with their vitiligo, and in psoriasis Krueger 

et al. (2000)[34] found that visible area involvement resulted in more 

impact on patients' life than involvements of the same size in other 

invisible areas. In AA, our results were generally in agreement with 

Ruiz-Doblado et al. (2003) [24]. 
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Suicidal ideation is a serious problem among sufferers of these 

disfiguring dermatological diseases. This study showed 8% rate of 

suicidal ideation in psoriasis patients. In a study by Gupta et al. 

(1993)[35], psoriasis patients had 9.7% prevalence of suicidal thoughts 

and 5.5% suicidal attempts, which is slightly more than  that in our 

study (4%). They found that a higher disease severity in psoriasis was 

associated with a higher prevalence of suicidal ideation. Similarly we 

found that the severity of the three dermatological diseases had a 

significant relation to suicidal ideation. 

  

To the best of our knowledge, there are no studies about suicidal 

ideation in vitiligo but compared to psoriasis, we found that they had 

lower prevalence (6%) but the same prevalence as in AA. Suicidal 

attempts were less (2%). Gupta and Gupta (1998) [36], found that 9.1% 

of AA patients thought that it was better if they were dead. These rates 

are two fold greater than those found in the general community [37]. The 

nearly similar results in the suicidal ideation in the three dermatological 

diseases in this study may be due to similar prevalence of psychiatric 

morbidity among them. 

  

Psoriasis patients who had more pruritic symptoms suffered more 

from sleep disturbance. Gupta et al. (1993) [35], highlighted the link 

between suicide and depression and sleep disturbance. Gupta et al. 

(1988) [38], found that the pruritus is significantly related to sleep 

disturbance and suicidal thoughts. 

  

In this study, the QOL of patients was measured by two standard 

measures, one is generic PCASEE [10] and the second is the DLQI which 
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specifically measures the effects of the dermatological diseases on the 

QOL of the patients [12].  

 

QOL by DLQI in our vitiligo patients was worse compared to that 

of Belgian patients [33]. This might be due to the lighter skin color of the 

Belgian patients that cause less cosmetic disfigurement and the better 

facilities for treatment compared to our patients. On the other hand, a 

study on Indian patients showed comparable results to ours may be 

because of the similar conditions including dark skin color and the 

quality medical services. Our psoriasis patients similarly showed a 

worse QOL by DLQI if compared to Belgian patients [33]. This could be 

explained by lower clinical severity in that study compared to a higher 

mean severity of the disease in our patients, thus implying a great 

impact of higher disease severity on QOL. QOL in AA patients by 

DLQI was less impaired than vitiligo and psoriasis patients. This could 

be attributed to the fact that in our Islamic country, most of the females 

cover their hair and also small patches may not be noticed. As for 

males, they can shave their hair in order not to make the site of the 

patches apparent. We did not find other studies on the QOL in AA 

using DLQI. 

 

Psoriasis had the worst QOL compared to the other 2 studied 

diseases as the patients' burden from subjective symptoms such as 

physical disability, bleeding and pruritus is more than the other 2 

diseases.  

  

We found a strong association between psychiatric morbidity and 

poorer QOL in the skin diseases using both PCASEE and DLQI. 
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Sampogna et al. (2004) [39] observed similar results not only with these 

diseases but also with a wide range of other skin diseases. 

  

The results of this study are of particular interest as they represent 

typical problems encountered by dermatologists in their practice. Thus, 

dermatological patients with concurrent psychiatric disorders need 

particular attention realizing the increased burden of the disease on their 

quality of life. A mutual respectful collaboration between 

dermatological and mental health professionals might be of help for 

many patients. 

  

There are studies documenting that not only emotional distress, but 

also skin lesions themselves can be ameliorated by psychotherapeutic 

intervention [40, 41]. Dermatologists should evaluate the psychosocial 

stress caused by the disease by simple questions or standardized 

questionnaires.  

  

The role of psychiatric intervention in dermatological patients with 

vitiligo, psoriasis and AA should be further evaluated to determine its 

effect on QOL related to these three common diseases. In addition, 

studies including control subjects and larger patient groups are needed 

to verify or refute these results.  

  

In conclusion, it is important for dermatologists to understand the 

profound effect of these diseases on the QOL and to know the 

psychosocial and psychiatric consequences of the diseases. Although 

the diseases studied are not considered to be life threatening, the 

dermatologist should consider them as serious. This may help in 

selecting the suitable type of treatment. 
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EF ةHIJKا MINOP و ERSTKض اVWXK MPرHZ[ M\درا  ^IF_`Kض اV[ 
                        aNHZbKا McHJKق واHebKوا  

TUVW XYZ[ نV]^ * _Y`  ،bUV` cا Xef * وىVijjUا Vklو*  ، را nkYoUا Xef XYZ[ فVqf**  

rks`V]iUوا rtXsuUاض ا_[wا box * اض_[wا boxوrkoq]Uا keyzUواr**  

{Y| }kf rz[V~  �� rksآ 

 

�k_ اYsU �oq]U_ض اXsuUي و���Vk^ rzke� �sf �_kة   �iUV� _k�wا X�zUم �� اVYiزاد ا�ه X�U

�t_YUا.  

�r هXف ا�ZeU ه� ��  ��Uا rtXsuU]_اض اwة �� اVkZUا  rkf�lو �oq[Uض ا_YUا  _k�X[ bkkى ��

)rkfV�eUا rWVZUق واV�eUوا ، �k�XyUا ( rtXsuUدة اVkf �sf ددون_it }t�Uا }kt_yYUا ��_YUى اXU

{Y| }kf rz[V~ �� rksآ rk~رV�Uا.  

   �ZeUه�ا ا b�t150و  V�t_[)50  V�t_[rk�XyUV�   ،50  �t_[قV�eUV� 50 و  V�t_[

rkfV�eUا rWVZUV� ( سVk�[  t_� }f �t_YsU ةVkZUا rkf�l bkk�� bو�“PCASEE”   سVk�[و

rkf�]U اVkZUة وآ�bkk�� ¢U اYU_ض اU[�oq ��ا`¡r ا�Veiر اrZyU اVzU]r و��bkk  اXsuUي

 bkk�iU £lس زوVk�[ امX�i`وا �oq]Uا  s�Uا bkk�iU _sk� سVk�[ امX�i`ا r¡`ا�� rkoq]Uت اVا¥�¡_ا�

  .اwآV§iب

]{ ]_�� % 36]{ ]_�� ا�k�XyU و% 38]{ ]_�� اV�eUق ،  % 34وXx و~VlX ان   

�eUا rWVZUا �lVztو  ، �oq]Uض ا_YUن ]{ ا�lVzt rkfV14 % ، قV�eU12]{ ]_�� ا % }[

]{ ]_�� اrWVZU اrkfV�eU ]{ ا��iU_ اk�  ، �oq]U[�lVzt VY أوU§¢ % 24]_�� ا�k�XyU و 

 reo]� بV§iآwا }[ ��_YUق ، % 24اV�eUو% 30]{ ]_�� ا rk�XyU16]{ ]_�� ا % }[

rkfV�eUا rWVZUض ا_[  .tان ز X~و Xxو �oq]Uض ا_YUاض ا_fأ V�z[ داد©t ض_YUة اX| دةV

�k_ اVeiYUدل �k{ اYU_ض اXsuUي واYU_ض �isU rukil ¢Uن ذ�¬t Xxة وVkZUا rkf�l �sf _k��iUوا

�oq]Uا.  

ا�k�XyU واrWVZU اrkfV�eU واV�eUق ]_�r¡e ��~�د ]_ض  أ]_اضوiol[i£ ]{ ه�ا ا�ZeU ان   

oq]Uض ا_YUا }k� rt�x rx�f وو~�د �oql rtXsuUاض ا_[wه�� ا �sf Vه_k�� وrkf�l اVkZUة و��

 rtXsuUاض ا_[wا ���U  kYzUا _k��iUا rtXsuUاض ا_[wا �ke� b�qit وري ان_�Uوا b�YUا }[ �lوأ

 �utو ­®V`�Uاض �¬­ ا_[wج ه�� ا�f �utو ��Vk^ rzke� �sfو rkoq]Uا �t_YUا rUV^ �sf

�k_ ا�zUج ا�oq]U `�اء اXUوا®�� rz�Vi[ أو� �~�U�¬koUا  }oZ� �sf ¢Uذ _k��sf ا�t_YU و��

rtXsuUا rk�_YUا �iUV^. 


